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facial paralysis in 1928, and suggested the relationship
between these two findings. In 1931, Rosenthal2 mentioned
another feature, lingua plicata (fissured tongue). After this,
the triad was known as Melkersson-Rosenthal syndrome
(MRS). Despite being noted for decades, most physicians
are not familiar with this syndrome due to its rarity.
A 23-year-old previously healthy Taiwanese man pre-
sented with swelling of the upper lip with some erosions,
and bilateral eyelid swelling for 3 months (Figure 1A).
Bilateral facial palsy with drooling and difficulty of closing
eyes were also noted. There were no other systemic
symptoms, and the tongue had a normal appearance. Lab-
oratory data were all within normal limits. Reviewing his
past history, he had a similar episode 2 years prior, but
symptoms had subsided spontaneously after a few days.
Skin biopsy on the upper lip showed noncaseating granulo-
matous change which was compatible with granulomatous
cheilitis. Neurological examination showed loss of forehead
wrinkles when upward gazing (Figure 1E) and bilateral
nasolabial folds shallowing when smiling (Figure 1F). Facial
nerve conduction studies revealed bilateral facial nerve
dysfunction. Brain magnetic resonance imaging showed no
intracranial lesion. Thus, MRS was diagnosed. He received
an intralesional injection of triamcinolone acetonide on the
upper lip and bilateral eyelids twice, and the swelling
decreased 2 months later (Figure 1B), while cheek swelling
appeared. Prominent swelling occurred on the lower lip 4Conflicts of interest: The authors have no conflicts of interest
relevant to this article.
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subsided spontaneously at the 1 year follow up after the
initial presentation (Figure 1D), bilateral facial palsy only
showed limited improvement with mild forehead wrinkling
and eyebrow elevation (Figure 1G and H).
MRS is a rare neuro-mucocutaneous disease with un-
known pathogenesis. It has been postulated to be associ-
ated with genetic, allergic, infectious, and immunologic
factors, but none have been proven. The classic triad is
not always present at the same time. Only 8e25% of pa-
tients present with a complete triad, and fissured tongue
is the least common feature.3 Symptoms of MRS usually
begin in the 2nd decade of life with no sex or racial
predilection.
Orofacial swelling is the most common symptom, and
the typical histopathological finding is noncaseating gran-
ulomatous dermatitis. The most commonly affected area is
the upper lip, but periorbital tissues, cheeks, and chin may
also be affected.4 It tends to have repeated episodes at
irregular intervals.3
Facial palsy is usually recurrent, although occasionally it
can be persistent. It is more commonly unilateral, while
66.7% of patients who initially presented with unilateral
paralysis subsequently developed metachronous contralat-
eral paralysis.5
To date, there is no known satisfactory treatment.
Corticosteroids, nonsteroidal anti-inflammatory drugs, and
antibiotics have all been used.3 Among these treatments,
corticosteroids remain the first-line treatment with a good
response in the reduction of orofacial swelling. Surgical
intervention of decompression of the facial nerve through
its bony canal has been performed in some patients with
success.4
We present the first case of MRS with detailed clinical
follow-up pictures. Although MRS is a rare syndrome, it isby Elsevier Taiwan LLC. This is an open access article under the
/4.0/).
Figure 1 (A) Firm swelling of the upper lip with some erosions, and bilateral eyelids swelling for about 3 months in a 23-year-old
male; (B) decrease of the swelling on the upper lip and eyelids after he received intralesional injection of triamcinolone acetonide
twice 2 months later. However, cheek swelling was noted; (C) 4 months after the first presentation, swelling of the lower lip
occurred; (D) the orofacial swelling subsided spontaneously at 1 year follow up. Neurological examination showed (E) loss of
forehead wrinkles when upward gazing, (F) bilateral nasolabial folds shallowing when smiling, and (G,H) 1 year after the initial
presentation, bilateral facial palsy improved a little with mild forehead wrinkling and eyebrow elevation, but the nasolabial folds
are still shallowing when smiling.
584 T.-Y. Lin et al.important for dermatologists and neurologists to be aware
of this syndrome to avoid misdiagnosis.
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